
Loyola University Clinical Experience Attendance Form 

 

 

                 Teacher Candidate: __________________________________________LUC ID#____________________  LUC Supervisor: ______________________________________________________ 

                 Program/Course:  ____________________________________________________  Total # of Hours Required:________________________________________________________ 

                 Cooperating Teacher: _______________________________________________  School Name:________________________________________Semester/Year______________ 

                 Start Date:_____________________________________________________________ End Date: ___________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

                                    

 

 

 

            ________________________________________________ ______________________ ________          __________________ ________ ________________________________ ___ _ ______________________ __
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      Total Hours  

It is the teacher candidate’s responsibility to return this completed form to the LUC faculty supervisor.

          Signature: Teacher Candidate                  Signature: Cooperating Teacher(s)/Site Supervisor 

 

           __________________________________________________________________________________          __________________________________________________________________________________ 

           Signature: LUC Supervisor                  Signature: Cooperating Teacher(s)  


